Assaultive violence exposure during childhood is a significant risk factor for posttraumatic stress disorder (PTSD). The purpose of the present study was to characterize the relationships of assault and PTSD severity with the organization of large-scale networks identified during emotion processing. Adolescent girls aged 12-16 with (N¼15) and without (N¼15) histories of assault underwent functional magnetic resonance imaging (fMRI) while engaged in a task that presented images of fearful or neutral facial expressions. Independent component analysis (ICA) identified a frontocingulate network, a frontoparietal network, and a default mode network. Assault exposure was associated with significantly greater activation of the frontocingulate network for fear versus neutral faces. Within the frontocingulate network, Posttraumatic stress disorder (PTSD) severity was associated with weakened functional connectivity between the left amygdala and the perigenual anterior cingulate. Within the frontoparietal network, assaulted girls demonstrated weakened connectivity of the premotor cortex with the right middle frontal gyrus. Within the default mode network, assault exposure and PTSD severity were associated with strengthening functional connectivity of the parahippocampus with the medial and lateral prefrontal cortex, respectively. Individual differences in functional connections within the frontocingulate network and frontoparietal network among the assaulted group were strongly associated with caregiver-rated family disengagement. These results demonstrate associations between assault and PTSD symptoms with the functional organization of large-scale frontoparietal, frontocingulate, and default mode networks during emotion processing. The relationship with caregiver-rated family disengagement suggests the impact of family support on the neural processing correlates of assault and PTSD symptoms.
Introduction
Childhood adversity is a significant risk factor for the development of subsequent mental health disorders (Kessler et al., 1997; Kilpatrick et al., 2000 Kilpatrick et al., , 2003 Green et al., 2010) . Of the various types of childhood adversity, assaultive violence exposure is associated with the greatest risk for mental health disorders (Resnick et al., 1993; Kessler, 2000; Cisler et al., 2012) . Assaultive violence exposure, including physical and sexual assault and witnessed violence, is common among adolescents, with a national prevalence rate estimated at $ 50% (Kilpatrick et al., 2000 (Kilpatrick et al., , 2003 Cisler et al., 2012) . Longitudinal studies indicate that assault among adolescents increases symptoms of posttraumatic stress disorder (PTSD), depression, and substance use assessed 3 years later (Cisler et al., 2011a (Cisler et al., , b, 2012 . These studies additionally suggest a dosedependent relationship between assault exposure severity and the degree of risk for subsequent PTSD and other mental health symptoms (Neuner et al., 2004; Kolassa et al., 2010; Cisler et al., 2012) . These data demonstrate the strong public health impact associated with assault exposure among adolescents.
Given the potent risk conferred through assault exposure, it is imperative that we develop consistently effective interventions. Understanding the brain mechanisms by which assault confers vulnerability for mental illness, such as PTSD, is a viable means of improving treatments for these victims. To date, there have been numerous investigations of the neurobehavioral consequences and correlates of stressor exposure and PTSD (Hayes et al., 2012) . Animal models using rodents have demonstrated persistent structural alterations following stressor exposure in neural regions theorized to mediate emotion processing and cognitive control, including the amygdala, hippocampus, and medial prefrontal cortex (Vyas et al., 2002 (Vyas et al., , 2004 Arnsten, 2009 
